ees 


¥MPDICAL LIBRARY 


app 9 1949 


| PUBLISHED UNDER THE AUSPICES OF THE BRISTOL MEDICO-CHIRURGICAL SOCIETY 


THE BRISTOL 
MEDICO - CHIRURGICAL 
JOURNAL 


A Journal of the Medical Sciences for the 


WEST OF ENGLAND 
AND SOUTH WALES 


Editor : 
E. WATSON-WILLIAMS, M.C., M.D., Ch.M., F.R.C.S. 


with whom are associated 
G. E. F. SUTTON, .C., M.D., F.R.C.P. 
W. MELVILLE CAPPER, M.B., B.S., F.R.C.S. 
N. S. CRAIG, M.C., M.D., Assistant Editor. 


Local Correspondents : 

BatH—A. D. BATEMAN, 0O.B.E.,F.R.C.S. | Carpirr—J. D. SPILLANE, M.D., M.R.C.P. 
ExeTeR—Dr. L. N. JACKSON, M.C. Taunron—Dr. M. McALLEY, D.M.R. 
Torquay—Dr. A. ROBINSON THOMAS, D.M.R.E. 

Truro—Dr. F. D. M. HOCKING, F.R.LC. 


CONTENTS 


Medicine and the Law 
By CHARLES CoRFIELD, M.D. 
Tasks ahead in Public Health 
By ProressoR R. H. Parry. M.D., F.R.C.P., D.P.H. 
Some Experiences in the Treatment’ of Arterial Injuries. 
By J. J. Mason Brown, 0.B.H., M.B., Ch.B., 
Clinical Note—Folic Acid 


Surgical Treatment in Hypertension. 
By Horace Evans, F.R.C.P. 


Editorial Notes 
Reviews of Books . 
Meetings of Societies 
Local Medical Notes 


BRISTOL : 
J. W. ARROWSMITH LTD., QUAY STREET AND SMALL STREET 


Vol. LXV. No. 236. Price: FOUR SHILLINGS net. WINTER 





Bristol’ Medico-Chirurgical Jowrnal.— Advertisements 





NORTHWOODS 


Winterbourne, Bristol 


This beautiful mansion in four hundred acres of delightful grounds 
and farm lands was built specially for the treatment of 
NERVOUS AND MILD MENTAL AILMENTS, ALCOHOLISM 
AND DRUG ADDICTION. 


Patients of both sexes are treated. 


Separate bedrooms. Private suites. Central heating. Electriclight. Ample 
facilities for amusements and employment. Private golf course. 


Thorough clinical, bacteriological and pathological examinations. 


Occupational therapy. Visiting consultants. Garden and dairy 
produce from farm on the estate. 


Cars meet trains at Temple Meads and Stapleton Road Stations. A 
private car or ambulance sent any distance day or night for patients. 


Terms from 6 guineas a week. 


TELEPHONE and TELEGRAPH: WINTERBOURNE 3118 
Medical Superintendent: JOSEPH CATES, M.D., B.S. (Lond.), D.P.H. (Camb.) 











The Bristol 
Medico-Chirurgical Journal 


“* Scire est nescire, nist 1d me 
Scire alius sciret.”’ 

















MEDICINE AND THE LAW 


A summary of the Presidential Address that should bave been delivered in Octoder, 1939, at the 


opening of 1939-40 Session of the Bristol Medico=Cbirurgical Society * 
BY 


CHARLES CoRFIELD, M.D., BARRISTER-AT-LAW. 


Ir seems rather a curious thing that of all the other arts and sciences, 
such as engineering, teaching, music, architecture and the church, 
that might occasionally be found to attract medical men who are 
looking for new worlds to conquer, the senior branch of the Law, that 
of the Bar, is the one which appeals to them most often. Perhaps it 
is because the practice of these two professions is concerned with the 
frailties and aberrations of human conduct that medical men some- 
times find themselves attracted by the problems which concern the 
lawyer in his daily life. 

The Bar finals take place four times annually. Scattered among 
the names of the successful you will find some with medical quali- 
fications. Analysis of these would probably show that a large per- 
centage are in government jobs, either at home or abroad, or perhaps 
in the Army or Navy, a qualification of the Bar being thought to help 
promotion in such cases. There remain over some who want to 
become coroners and lastly those who have decided to practise at the 
Bar for a living. One may say here in passing that whereas all 
graduates in medicine intend to practise it in some form, only a very 
small proportion of those who pass the Bar finals ever expect or try 
to earn their living at the Bar. 

A word about the course of study for Bar students as compared 


* Owing to the outbreak of war the session was cancelled. 
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with medicine. For the latter there are many opportunities to train 
and qualify both in London and the provinces. But to become a 
barrister in England there are only four institutions that can offer 
such facilities. 

These are the four Inns of Court, allin London : Inner and Middle 
Temple, Lincoln’s Inn and Gray’s Inn. The general supervision of 
the curriculum is under the Council of Legal Education, a body some- 
thing similar to the General Medical Council, without the judicial! 
functions ; the latter being exercised by the benchers of each Inn. 

The method of reading for the Bar is first, as in medicine, a 
general educational test. Then choose an Inn much in the same wa) 
that one would a college at Oxford or Cambridge. An application 
form is procured from the Inn of one’s choice and this has to be signed 
by two barristers of not less than five years’ standing. One is then 
admitted a student: naturally, after payment of fees. It is then 
fairly plane sailing. If not a member of a university, six dinners a 
term are eaten. There are four terms in the year, Hilary, Easter. 
Trinity and Michaelmas. As a member of a university, it is con 
sidered perhaps that one’s table manners are likely to be a bit bette: 
and so only three dinners have to be taken. That is of course thi 
minimum : one could dine every night if one so wished, and a very 
pleasant function it was till the bombing from 1940 onwards made 
these things impossible. 

Curiously enough, dining and paying fees are the only conditions 
precedent for sitting for the examinations. Anybody, however, who 
wants to make a good show, should certainly attend the lectures laic 
down in the syllabus. They are given at the various Inns, under the 
auspices of the Council of Legal Education. 

The subjects of the examinations are : (i) Roman Law, which is 
the foundation of most civilized codes ; (ii) Constitutional Law: 
(iii) Criminal Law; (iv) The Law of Evidence and Procedure, anc 
(v) the final examinations consisting of Common Law and Equits 
with two special subjects, one of mine being Bankruptcy Law. | 
have had occasion since to consider it was very appropriate. 

The student who merely wishes to qualify on the book, so to 
speak, need do no more than attend lectures. But those who wish 
to practise for a living will certainly go into the Courts which are 
open to them and see something first-hand of the practice of Law 
there. In addition, they will read in the Chambers of some busy 
junior at a cost of say a hundred guineas for six months. This is 
rather like the old apprentice system for medical students. It shows 
one the practical side of the work in a barrister’s office, and it is a 
sine qua non for anyone wishing to practise. The curriculum thus 
outlined for qualifying at the Bar is obviously a very different propo- 
sition from that of graduation in Medicine. The whole period ot! 
study occupies three years of four terms a year. 
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As has been said, most medical men who get called to the Bar do 
it either because they are in government employment, or in the run- 
ning for a coronership. But there have actually been some doctors 
who have entirely abandoned medicine and attained considerable 
success at the Bar. It might perhaps be of interest to give a short 
account of some of them. 

Easily the most distinguished of these was the first he ip 
Finlay. He was a medical student at Edinburgh, graduating a 
twenty-one. For two or three years he did reside nt ssh et 
and locums in Edinburgh, and then he came to London to read for 
the Bar. He got called, and started practice on the Midland Circuit. 
In the course of time he built a sound common law practice and in a 
few years became M.P. for Inverness, Solicitor- and Attorney- 
General and subsequently Lord Chancellor, being, I think, the first 
medical man to hold that very high office. His son who died recently 
was a Lord Justice of Appeal. 

Up till four years ago the Oxford County Court Circuit was 
presided over by Judge Cotes-Preedy. In his younger days he quali- 
fied at St. George’s Hospital and was a House Physician there. He, 
like Lord Finlay, after doing some hospital appointments got called 
to the Bar and joined the Oxford Circuit. In a few years he devel- 
oped a busy practice and eventually taking silk, became a leader at 
the Admiralty, Probate and Divorce Bar. He was made a County 
Court Judge in 1934, holding this office till his death in 1944. 

Another interesting career is that of the present Senior Referee 
of the High Court of Justice—Sir Tom Eastham. He took the M.B., 
Ch.B. (Victoria) in 1902, and after doing some resident hospital work 
read for the Bar, getting called in 1904. He joined the Northern 
Circuit, and in course of time took silk, became a bencher of his Inn 
(Lincoln), Recorder of Oldham, and ultimately was given his present 
position. 

One must consider these three in the sense of a complete break- 
away from their first love. I do not think any of them was ever 
briefed in a case where medical knowledge was of any help or advan- 
tage, but in the case of Judge Cotes-Preedy I do not doubt that he 
found that this was quite useful and probably sometimes embarras- 
sing to the medical witnesses. 

Those who take part in Workmen’s Compensation cases might 
know a monumental tome on this subject by Ruegg and Knoc ker. 
Douglas Knocker was a medical man, who qualified and after that 
practised for four or five years. He is the only man I know who for 
a while served two masters, so to speak. Having got called to the 
Bar and finding himself with small means, he ran a cheap cash prac- 
tice near Liverpool Street Station, with very little visiting. He used 
to spend the early part of the morning there, then go down to his 
Chambers in the Temple, do his legal practice till four or five and 
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then resume his medical duties once more. Later on his work at the 
Bar grew sufficiently for him to sell the other means of livelihood. 
This of course happened over thirty-five years ago. Under present 
conditions it is doubtful whether it could be carried through success- 
fully. 

Another one-time doctor was Ingleby Oddie. He was a naval 
surgeon, and, retiring on pension or gratuity, got called and practised 
at the Bar. He appeared as a junior in the celebrated Crippen case. 
Subsequently he was made a London coroner. A medical named 
G. C. Kingsbury was in practice a good number of years, and then 
got called to the Bar, and attached himself to the Central Criminal 
Court. I remember very well listening to him cross-examine the 
late Sir Victor Horsley who was giving evidence in some criminal 
case. His medical knowledge happened to be of great help in this 
particular instance, and I recall it as a very fascinating duel. 

Another medical man had a less claim to fame. As he is still alive 
I prefer not to mention his name. He was a M.O.H. and got called 
to the Bar. Shortly after this he addressed a letter to the Town 
Clerks of the various London boroughs saying he was making a 
speciality of litigation connected with certain Public Health Acts. 
One of these circulars was sent to his Inn of Court, and, after being 
called before them, he was disbarred for two years. About five years 
ago the Senior Clerk of Arraigns at the Old Bailey died. In reading 
his obituary notice in T'he Times it was interesting to see that he had 
been a medical man in practice for nearly twenty years. At the age 
of forty-three he was called to the Bar, and was at the Central 
Crimina] Court for about fifteen years, being then given this official 
post on the Old Bailey legal staff. 

It is very probable that there are barristers practising at the 
present time who started life as medical men. I have sometimes 
been asked if I know of any lawyers becoming doctors, rather a 
different proposition perhaps, and certainly a much more strenuous 
one. I only know of two. In the famous “ Brides in the Bath ” 
case, an enterprising murderer used to insure his wives and then 
drown them. He did this three times successfully. In the second 
wife-murder case a Dr. French gave evidence. Although in the 
thirties, he had only been qualified for two years, having started 
his career as a solicitor. 

I remember some ten years ago reading the obituary notice of a 
doctor who had recently died. It appeared that earlier in life he 
started at the Bar, getting a good junior practice on the S.E. Circuit. 
At the age of thirty he contracted tuberculosis and for some reason 
or other went to Australia. Out there he took up medicine, qualified 
at Melbourne, drifted back to this country and settled down as a 
country practitioner in the West of England, and a very good one 
at that. 
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As a rule practitioners of law and medicine pursue their paths in 
life perhaps in very different circumstances. But there are some 
problems dealing with human frailties common to them both, and 
there are other problems, social and economic, with which they are 
also equally concerned. Nearly forty years ago it occurred to a few 
enthusiastic lawyers and medical men that they might pool their 
experiences and discuss some of these common problems, so they 
started a society called the Medico-Legal Society. The terms of 
membership included not only doctors and lawyers, but anyone who 
was interested in the wider problems which concerned them both. It 
has grown from strength to strength and owing to its wide scope 
of membership includes a distinguished number of men in all walks 
of life. The president is elected annually and is often a High Court 
Judge. When one finds that people like Bernard Shaw and the late 
Bernard Spilsbury contributed frequently to the debates, it can be 
surmised that the standard of discussion was at a high level and often 
most entertaining. Some years ago when the medical societies of 
London united to form the Royal Society of Medicine, it was pro- 
posed that the Medico-Legal Society should come into the scheme, 
but the large lay membership proved an insuperable obstacle. Not- 
withstanding that it is probably true to say that no other scientific 
society has attained such standing. It is in touch with Government 
departments and has sometimes had referred to it legislative pro- 


posals in the rough, so to speak, for comment and suggestion. 

I have alluded to the Medico-Legal Society at some length, 
because the scope of its activity shows that there are many subjects 
which doctors and lawyers can discuss with interest and advantage 
together. The present trend of social and health legislation makes it 
probable that this field will be greatly enlarged in the years to come. 





TASKS AHEAD IN PUBLIC HEALTH* 


BY 


Professor R. H. Parry, M.D., F.R.C.P., D.P.H. 
Medical Officer of Health for Bristol 


THE last two years have been full of interest for those who ar 
engaged in the study and practice of public health. Our thoughts 
have been taken back to the promoters of the Public Health Act ot 
1848, to the conditions that existed in those days and to the means 
that were adopted to try and improve those conditions. We hav 
paid our tributes to the great pioneers—the first medical officers o! 
health not only of Liverpool and of London, but of our own towns 
and districts. We have learnt to appreciate their difficulties and th 
qualities which they displayed in their struggles for better conditions. 

Our attention, however, has not been allowed to dwell unduly on 
the past; for the National Health Service Act has projected ow 
thoughts to the future. It is most important that those already in 
the service, as well as those who are about to enter it, should fully 
appreciate the changes and the difficulties that lie ahead. I shall try 
without paying undue attention to the difficulties, to make a few 
constructive suggestions. 

There are many fields of medical activity in which the medica! 
officer of health will still continue to play a prominent part. He 
will continue as medical adviser to his local authority when exer 
cising its responsibility for housing, sanitation, welfare services. 
and deprived children. He himself may or may not have adminis 
trative responsibility for these services. If he is not responsible for 
them he will be the freer to express his opinion and to give advice 
Elsewhere! I have discussed fully our hopes with respect to the 
development of health centres and the future of the clinical services 
of the local authority. The medical officer of health may have consic- 
erable influence in regard to these matters, though effective contro! 
over them has passed to his colleagues on the executive council 

Henceforth the main task before the medical officer of health wil! 
be to keep himself acquainted with the health conditions in his area 
and to advise the local health authority thereon with a view to secur 
ing an amelioration of conditions affecting the health of the people 
of his district. In this matter he will have a direct responsibility to 
the people. This will be both a privilege and a great responsibility. 

* Inaugural address at the installation of Professor Parry as President of the 
Society of Medical Officers of Health, October 14th, 1948. 
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and he will require tact, firmness and conviction to help him to 
carry out his task. He must be able to give the best possible advice 
to his authority and this he must do without fear or favour. It is 
not easy to combine the duties of administrator and adviser; the 
relief from administrative responsibility recently given to the 
medical officer of health by the transfer of hospitals and in other 
ways should make his task as an adviser easier. In view of the great 
personal responsibility that will be put on the health officer in this 
matter, would it not be the right and proper course for him to receive 
the he ‘Ip and support of an advi isory committee ? I am convinced 
of the advantages of such an arrangement. 

Representatives of the public press should have access to the 
reports and the discussions of this committee. This is a matter of 
first-rate importance in which the interest of the people of the area 
should be the primary consideration. 

There is a great difference between conditions in this country 
to-day and those that obtained in the days of Edwin Chadwick anc 
John Simon. So we must not be unduly influenced by arguments 
used by them and their contemporaries for the purpose of creating 
in executive machinery for sanitary reform. Would those pioneers 
consider to-day, for example, that a me tical officer of health should 
be “independent of private practice ?”’ The expression “* indepen- 
dent of private practice ’’ does not convey the same meaning in 1948 
as it did when Chadwick wrote his famous report more than a hundred 
years ago. Indeed, to-day there are many reasons why the medical! 
officer of health should be actively engaged as a private practitione! 
of social medicine or as a spec ialist e pidemiologist, in each case with 
opportunity for research : the two activities are complementary. A 
public health medical officer suffers a serious disadvantage in not 
having the opportunity to visit the home and the family (except as 
a sanitary inspector). There is in consequence a risk of his becoming 
an “ office-desk ”’ specialist—of which we have not a few in the 
profession at the present time. Opportunities for the medical officer 
of health to make frequent visits to the homes are essential in order 
that he can become fully aware of the problems that arise there and 

can make a special] study of them. The Royal Commission of 1869-71 
considered that the poor law medical officers of those days had 
this opportunity—* the advantage, namely, of their daily familiarity 
with current facts as to ailments and local circumstances . . . which 
gave them an initial advantage towards becoming efficient officers 
of health.” In my opinion this question and its implications, in the 
light of conditions to-day, are worth studying anew. 

In a recent letter to The Times George Bernard Shaw suggested 
a select committee “‘ to settle our political nomenclature ” 

In our branch of medicine there is a good case for some investiga 
tion to clear up the nomenclature. Our predecessors were quite 
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satisfied with the term “ public health ” and they did not object 
when “ preventive medicine ” appeared and focused their attention 
on the need to do all that could be done to prevent the ravages of 
disease. In social medicine an attempt is made to focus the attention 
of clinicians on the need for paying more attention to the aetiology 
of disease. 

Professor Ryle is a strong advocate of this discipline—I quote 
his words : 

‘ Tt is curious that aetiology in its wider sense should have so far 
lost the interest which it had for the older physicians.2. Man, as a 
person and a member of a family and of much larger social groups, 
with his health and sickness intimately bound up with the conditions 
of his life and work—in the home, the mine, the factory, the shop, at 
sea, or on the land—and with his economic opportunity, has been 
inadequately considered in this period by the clinical teacher and 
hospital research worker.” 

The conception of social medicine should bring clinicians and 
public health workers much closer together. In any good team there 
must be some degree of overlapping, otherwise there will be a gap. 
Clinicians may wish to have direct information regarding environ- 
mental conditions to which their cases have been exposed. Publi 
health workers should encourage this step forward by clinicians. On 
the other hand, public health workers may need to see how fa: 
preventive measures have been evaded or have been ineffective. | 
have no doubt but that clinicians would welcome this. All members 
of the team should meet at the case conference from time to time 
This procedure is most desirable not only in the interest of researc! 
but also in the interest of the patient—for the better understanding 
of the causes of the disease. At university centres where unde! 
graduate training takes place there is a particularly strong case fo! 
‘socio-medical case conferences’ as established at Oxford hy 
Professor Ryle. But such conferences would no doubt be welcomed 
by medical officers of health in other centres in the interest of team 
training and for the benefit of the patient. 

This is the time in our history when every medical officer of health 
should consider anew his duties and responsibilities. I have given 
but a few examples of opportunities available to us to explore new 
channels. Let those that are satisfied sit at the office desk a 
administer, but for the pioneering spirit there is still the open road. 


REFERENCES 
1 «Some Thoughts on the Future of Public Health and of the M.O.H.” Public 
Health, March, 1948. By Dr. R. H. Parry. 
‘The Public Health Service as a Career’? The Medical Officer, Sept. 25th, 194% 
By Dr. R. H. Parry. 
2 Changing Disciplines. By John A. Ryle. 
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SOME EXPERIENCES IN THE TREATMENT OF ARTERIAL 
INJURIES * 


BY 
J. J. Mason Brown, O.B.E., M.B., Ch.B. 
Edinburgh. 


ARTERIAL injuries are encountered infrequently in civilian surgical 
practice and for that very reason may give rise to difficulty in 
diagnosis. The various types of arterial injury and the complications 
which may follow them are summarized in the following table :— 
ARTERIAL 

SPASM 


ARTERIAL ( thrombosis —> peripheral embolus 
CONTUSION - secondary haemorrhage 
{ delayed traumatic aneurysm 


‘ Complete division (little or no bleeding) 


external 


arterial 
hematoma 


ARTERIAL 
WOUNDS Partial division—profuse bleeding 
internal , 
false 
| aneurysm 


WOUNDS OF ARTERY AND f varicose aneurysm 
COMPANION VEIN \. aneurysmal varix 


THE EFFECTS OF ARTERIAL INJURY ON THE PERIPHERAL CIRCULATION 


Following arterial injury the peripheral blood-flow is maintained 
by the damaged artery and by the collateral circulation. The blood- 
flow through the main vessel is interrupted in complete transection 
of the artery, in severe arterial spasm and in thrombosis following 
arterial contusion. Blood-flow through the affected artery continues 
in mild arterial spasm, minor contusions without thrombosis, 
arterial hematoma and in aneurysmal varix. The continuing 
blood-flow is Jess than normal but is often sufficient to maintain the 
nutrition of the part. Primary ligation in such cases will place the 
limb at the mercy of a precarious collateral circulation which has 
had no time to develop. 

Diminution of the circulation through the main artery is shown 


* A paper read to the Bristol Medico-Chirurgical Society on Wednesday, April 14th 
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by weakness or loss of the peripheral pulses but this sign alone is 
not evidence of dangerous peripheral ischemia, the signs of which 
are pallor or cyanosis of the digits, coldness of the limb, loss of 
function and loss of sensibility of the glove or stocking type. In the 
absence of the peripheral pulses the limb is certain to survive if 
active digital movement is present, if the skin of the digits shows 
some warmth, some sensation and a not unnatural colour (Mustard 
1946). 

The immediate Treatment of Blood Vessel injuries. External 
haemorrhage makes immediate resuscitation and surgical contro] 
of the bleeding imperative. Subcutaneous injuries and_ those 
associated with minor wounds and little or no external haemorrhage 
are more difficult to diagnose and to treat. The diagnosis depends 
on the presence or absence of a swelling in the line of the artery, 
auscultation over the vessel and the state of the peripheral pulses. 
In the absence of swelling and murmur, loss of the peripheral pulses 
may result from arterial spasm, arterial thrombosis or from complete 
transection of the vessel. In the early stages of the traumatic 
arterial hematoma the swelling does not pulsate but a faint systolic 
murmur is audible over it. In all cases the examination is completed 
by assessing the viability of the limb (vide supra). 

It is well known that ischemia of sudden onset is followed by 
such severe damage to the tissues that permanent disablement 
will follow in those cases in which gangrene does not occur. Ischeemia 
of gradual onset allows time for the development of the collateral! 
circulation. In injuries in which the damaged vessel still permits 
the passage of blood and in which clinical examination reveals no 
evidence of severe ischemia conservative measures may be followed 
by the survival of a useful limb. Non-intervention deprives the 
patient of the benefits of primary wound excision: but I have seen 
many patients none the worse for minor or through-and-through 
wounds which had received no primary surgical treatment. Th 
results of primary ligature of such critical vessels as the popliteal! 
are so disastrous that conservative measures are justifiable pro- 
vided that they do not endanger the patient’s life in the attempt 
to save his limb. 


CASES WITHOUT LocaL SWELLING OR MURMUR BUT WITH SIGNS 
OF DANGEROUS PERIPHERAL ISCHZMIA require immediate operation, 
the treatment depending on the lesion displayed. 

Arterial Spasm. Wounds of the soft tissues are excised and the 
artery is exposed but is handled and freed as little as possible 
to avoid increasing the spasm. In severe spasm it is difficult to 
identify the artery because of its string-like appearance. Under 
direct vision any fracture is reduced and loose fragments of bone 
likely to compress the vessel are removed. Moist heat is then 
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applied to the vessel in the hope that the spasm will pass off. Local 
injections and periarterial sympathectomy are of no value and 
excision of the segment removes the main circulatory channel in 
the hope that it will also relieve the spasm of the collateral branches. 
The experimental work of Barnes and Trueta (1942) has demon- 
strated that lumbar ganglionectomy releases the spasm of the 
collateral branches but has little effect on that of the main artery. 
While ganglionectomy is a formidable addition to the primary 
surgical treatment Warren (1946) believes it to be the best method 
of treatment. In our experience the spasm has always passed off 
following exploration and it seems reasonable to try the effects of 
paravertebral block before proceeding to sympathectomy. At the 
conclusion of the local exploration only the skin is sutured to avoid 
tension and compression while in cases with gross swelling the 
wound may initially be left widely open, to be closed later by delayed 
suture. If the injury is a closed one it is justifiable to reduce the 
fracture by manipulation and await results before exploration is 
carried out. 


Arterial Contusion without Thrombosis. In these cases it is 
unlikely that there will be peripheral ischemia in the absence 
of associated arterial spasm: the diagnosis of arterial injury may 
not be made until the lesion is found during excision of the wound. 
The artery is still playing an important part in maintaining the 
peripheral circulation. Excision of the damaged segment has been 
advocated in order to prevent the dangerous sequelae of arterial 
contusion, but this will necessarily result in the abrupt interruption 
of the blood-flow. Maybury (1944) has suggested that the surgeon 
should imitate nature by interposing a barrier of muscle or fascia 
between the artery and the skin surface. Should thrombosis of the 
artery follow, the cutting off of the main blood-flow will be less 
abrupt: while in other cases the development of a traumatic aneurysm 
will allow the blood-flow through the artery to continue and 
operation on the aneurysm can be carried out when the collateral 
circulation is well established. Excision of the damaged segment 
and its immediate replacement by a vein graft is a more modern 
alternative. 


Arterial Contusion and Thrombosis. The pulseless artery 
is playing no part in the peripheral circulation and the affected 
segment should be excised to prevent the complications of the 
lesion and to release the reflex spasm of the collateral vessels. 
Restoration of the artery by a venous graft should only be considered 
if the limb has been ischeemic for less than ten hours. 


Transection of the Artery. Ligation will be necessary unless 
the conditions are favourable for arterial suture or venous 
grafting. Ligation must always be carried out above and below 
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the Jesion and the vessel is then divided between the ligatures. 
The best site for the application of the ligatures is still not estab- 
lished. Too few cases of primary ligation by Holman’s (1944) or 
Lambert Rogeis’s (1945) methods are available for comparison with 
those of direct ligation. 

Simultaneous ligation of the companion vein was advised by 
Makins on the evidence afforded by the arterial injuries of the first 
World War. The results of experimental work have not been 
conclusive. De Bakey and Simeone (1946) evaluated its effect on 
the arterial wounds in the American forces in the recent war : 
They conclude that simultaneous vein ligation makes no difference 
to the results of primary ligation of the main peripheral arteries. 
When the collateral circulation is well established concomitant 
ligation of the vein may be followed by the disabling venous ob- 
struction syndrome described by Patterson Ross (1946). 

The effect of sympathectomy on the results of primary ligation 
is difficult to evaluate. In many of the war injuries in which 
sympathectomy was carried out the operation was done too late 
in the vain hope of saving already ischzmic limbs. To be of value 
sympathectomy should be carried out before, or at the same time 
as, the ligation of the artery. There is, however, some evidence 
that sympathetic block was of value after primary ligation. 


CASES WITH LOCAL SWELLING AND /OR MURMUR 


Traumatic Arterial Haematoma. As already mentioned the 
blood-flow through the affected vessel continues and it was our 
practice to delay operation until the collateral circulation was 
established unless complications made earlier operation imperative. 
These complications are external haemorrhage, increasing peripheral! 
ischemia due to the pressure of the rapidly enlarging hematoma 
on the collateral vessels, infection in wounds in close proximity 
to the hematoma and severe pain. Emergency operation was 
required in twelve out of our total of seventy-eight cases. When 
the use of a tourniquet is impossible these cases may be very difficult 
for the tissues are solidly matted together. The damaged artery 
is ligated in most instances but in some arterial suture is possible. 

Traumatic Aneurysm. The diagnosis is usually easy but the 
vessel affected may be difficult to determine in areas such as the 
root of the neck. There is a pulsatile swelling close to the line of the 
artery and a systolic murmur is audible over it. The murmur is 
conducted distally to a limited extent and the peripheral pulses 
may be diminished or delayed. Operation should be delayed until 
the collateral circulation is established. Sympathectomy was not 
carried out as a pre-operative measure in our cases and seems to 
be unnecessary with a fully established collateral blood-flow. 
When a tourniquet cannot be employed the operation is planned to 





TREATMENT OF ARTERIAL INJURIES 109 


gain temporary control of the artery above and below the aneurysm. 
The sac is opened and its contents are evacuated. ‘The interior is 
then inspected and the various openings into it are investigated. 
The orifices of the smaller branches entering the sac are occluded 
by suture and attention is then directed to the main artery. In 
most cases the artery is ligated from within the sac, while in others 
it is possible to carry out suture or aneurysmorrhaphy. In rare 
instances in our series of cases the sac was excised and the artery 
mobilized sufficiently for end-to-end suture to be carried out. The 
temporary control of the blood-flow is then relaxed and if haemo- 
stasis is satisfactory the wound is closed. Removal of the sac is 
likely to damage some of the collateral vessels and perhaps nerves 
embedded in the wall. 


Varicose Aneurysm. This lesion presents clinically as a pulsatile 
swelling in the line of the artery. There is usually a_ well- 
marked thril) over it and the murmur is louder and rougher and more 
continuous than in arterial lesions. In most cases the murmur is 
conducted widely. General circulatory changes may occur as in 
aneurysmal varix when there is a significant venous shunt. The 
operative treatment is similar to that employed in arterial aneurysms 
but is delayed for longer to give more time for the collateral circula- 
tion to develop. In addition to the artery the vein requires to be 
ligated or repaired. 


Aneurysmal Varix. There is no, or only a slight loca] swelling, 
which is due to the dilatation of the vein. There is a well-marked 
thrill over the lesion which may be noticed by the patient when his 
limb comes into contact with a surface. A rasping, continuous, 
“machinery”? murmur is loudest over the fistula or where the 
artery comes nearest to the surface and is widely conducted. ‘The 
pulse is of the collapsing type, capillary pulsation is well marked 
and the veins are distended but may be obscured by oedema and 
are seldom seen to pulsate. The heart enlarges, the blood volume 
may increase and there is a mild polycythaemia and an increase in 
the total circulating hemoglobin. Compression of the artery or 
vein proximal to the lesion results in a slowing of the pulse which 
returns more gradually to its previous rate on releasing the com- 
pression (Branham’s phenomenon). On proximal compression 
there is also a rise in the diastolic pressure. The site of the fistula 
may be established by auscultation or, in some cases, by arterio- 
graphy. Operation is carried out without the aid of a tourniquet, 
the artery being displayed proximal to the lesion and followed 
peripherally until the fistula is found. All branches close to the 
fistula are then occluded by temporary tape loops. In some cases 
it is possible to separate artery and vein and repair them by suture, 
in others the fistula may be ligated or transvenous suture may be 
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carried out. In most cases, however, ligation is performed and it is 
essential to ligate the artery close to and proximal and distal to the 
lesion. Quadruple ligation is usually advocated but the possibility 
of the venous obstruction syndrome must be considered. 


The author quoted cases illustrating various points and concluded 
with an analysis of his own cases of arterial injury. 
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CLINICAL NOTE—FOLIC ACID* 


Foic acid, a member of the vitamin B group, was first isolated from 
spinach. Similar substances were later extracted from various 
sources: yeast, liver, kidney, milk, mushrooms, green leaves, ete. 
In 1945 pteroylglutamic acid was synthesized, and to judge by the 
effects of its administration appears to be identical with folic acid. 
The latter is necessary for the growth of lactobacillus casei and of 
streptococcus faecalis: this property forms the basis of methods of 
estimation. 

Pernicious Anaemia. 'The immediate effects of treatment with 
adequate doses of folic acid, oral or by injection, are good, though 
not as good as an active liver or stomach extract. In most cases 
20 mgm. per diem orally will produce clinical remission and the 
maintenance dose is 5-15 mgm. But even when the blood count 
has become normal there is a tendency for macrocytes to persist. 
Unfortunately however neurological symptoms do not resolve. 
Out of 184 cases treated, in fifty-nine neurological symptoms ap- 
peared or became worse during treatment. Four of Wilkinson’s 
patients, originally free from nerve changes, developed subacute 
combined degeneration of the cord within two months and during 
treatment. Others have recorded similar experiences. 

The changes which occur in the cord during treatment with 
folic acid differ from those occurring naturally in the course of the 
disease. The onset is more acute and when liver extract is given 
recovery is much more rapid. From this it has been inferred that 
folie acid interferes in some way with the nutrition of the cord. 
So far subacute combined degeneration of the cord during treatment 
of other diseases with folic acid has not been reported. But Davidson 
and Girdwood, treating steatorrhoea, record two cases of severe 
peripheral neuritis which cleared up when liver extract was injected. 
They suggest that disproportion in the constituents of the vitamin 
3 group may be responsible for the nerve changes. ‘There is general 
agreement that folic acid has no place in the treatment of pernicious 
anaemia. 

Idiopathic steatorrhoea and Coeliac disease. In these conditions 
a variable result is obtained. Patients with megaloblastic marrows 
often show considerable improvement in the blood picture for a 
time, but tend to relapse. In those, with normoblastic marrows 
the results are not so good: there is usually some clinical improve- 
ment and diarrhoea is less but fat absorption remains defective. 

Even when massive doses are given there is no improvement in 
refractory macrocytic anaemia, aplastic anaemia, agranulocytosis, 
neutropenia, thrombocytopenia, leukaemia, or chronic ulcerative 
colitis. 

* Summarized from J. F. Wilkinson, B.M.J., 1948, i, 771. Ib. 822; 


Lancet, editorial, 1948, i, 371; Davidson and Girdwood, Lancet, 1948. 





SURGICAL TREATMENT IN HYPERTENSION * 


BY 
Dr. Horace Evans, F.R.C.P. 
London. 


In opening his address the speaker reviewed the history of hyperten- 
sive disease. Richard Bright considered hypertension was secondary 
to nephritis, Sir Clifford Allbutt showed that in the majority of 
cases there is no clinical evidence to support that view: what he 
named “hyperpiesia”’ is now called benign essential hypertension. 
Goldblatt produced hypertension in the dog by partially occlud- 
ing one kidney and Wilson and Byrom repeated this experiment 
on rats and observed histological changes in the opposite kidney: 
if the clamped kidney was removed early hypertension did not 
develop. From this it was deduced that the kidney produces a 
pressor substance; but prolonged search for anti-pressor substances 
has proved fruitless. Trueta by stimulating the sympathetic pro- 
duced cortical ischaemia of the kidney with resulting hypertension. 
There is some difference of opinion as to what constitutes 
hypertension. The speaker considered that a systolic pressure of 
180 mm. Hg. is certainly the upper limit of the normal range—he 
was inclined to put it lower: a persistent diastolic pressure of 100 
mm. Hg. is pathological. But at a single examination a healthy 
young man may show pressures of 150/100. Women stand hyper- 
tension better than men. Benign essential hypertension constitutes 
90 per cent. of all cases of hypertension. There are no symptoms 
(unless the patient is told he has “ blood pressure ’’). Malignant 
hypertension is somewhat rare: the patients are usually men in 
the fifties—they look and feel ill and usually die within two years. 
The medical treatment of hypertension—rest, cardiotherapy, 
potassium thiocyanate—is disappointing. Surgery has possibilities. 
Smithwick has devised the operation of bilateral dorso-lumbar 
sympathectomy. ‘The speaker considered pedicle sympathectom, 
gave as good results with less risk. Operation has only a limited 
use. Those most likely to benefit are young patients with severe 
hypertension and retinitis; young women who, during pregnancy. 
develop hypertension which persists a year; and those with benign 
hypertension and high diastolic pressure. Operation should not be 
done on those over fifty. Certain unpleasant sequelae must be 
expected, such as sterility in the male. 
Sympathectomy apparently cures retinitis and relieves other 
symptoms, especially headache. In a series of one hundred patients 
the operation had been worth while in most cases, but few had shown 
great improvement. Very few survived four years but they lived 
longer than would be expected without operation. 


*From an address by Dr. Horace Evans to the Devon and Exeter Medico 
Chirurgical Society on October 26th, 1948. 
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Editorial Notes 


Dryners have played a large part in local 

Medical School hospital affairs. The first Infirmary Dinner was 

Dinner. held at 3 p.m. on December 2nd, 1737, at the 

‘“‘ Nagg’s Head”: this dinner became one of 

the principal annual events in the city—the accounts were presented, 

subscriptions solicited and a collection taken. But enthusiasm 

degenerated into rowdiness and after 1780 the dinners were not held, 

“because people did not choose to have their heads broke ”. 

However, early in the nineteenth century the Faculty held quarterly 

meetings for dinner and business at the Montague Tavern. From 

the eighties until after the 1914 war the evening of the inter-hospital 

Rugger match was devoted to a Staff and Students’ dinner: it was 
abandoned for much the same reasons as operated in 1780. 

A proposal is now on foot to hold an Annual Reunion Dinner for 
ex-students of the Bristol school. If a suitable time can be found 
it is felt that an annual prize-giving ceremony might take place in 
the late afternoon: some distinguished alumnus might distribute 
the prizes won during the preceding year, with the customary speech, 
explaining that he never won a prize or, in fact, attended a lecture. 
We hope the suggestion will meet with hearty support and that 
any reader who knows any Bristol men will bring it to their notice. 


* * * * * 


TuE need for economy has led to some changes 

The ‘ Journal ’’. in our Journal. In future we shall not publish 

the list of Subscribers, of Past Presidents, or of 

“Books Added to the Library”. Examination results will be 

limited to the names of those completing Second M.B. or receiving 

degrees or diplomas. In this way we may find space for Local 
Medical Notes and similar information. 


* * * * * 


SEVERAL times recently two meetings, both of 

Almanack. which many practitioners wished to attend, have 
been held at the same time. To avoid this, as 

far as possible, Mr. Roberts has kindly agreed to keep an 
‘“ Almanack ” of forthcoming events, so that those who have to 
arrange meetings in and near Bristol can find out from him what 
times are likely to be free. The value of such an arrangement 
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depends entirely on the list being complete and up to date, and on 
notice being given as early as possible of future events. We trust 
that secretaries of societies, boards and committees will co-operate 
by sending notice, as long in advance as they can, of all fixtures to 
the Superintendent, the Medical Library, University of Bristol, and 
will avail themselves of this service when making their arrangements. 


* * * * * 


GERMAN colleagues have been for long cut off 

Books for from all knowledge of medical progress and, 

Hanover. owing to exchange difficulties, cannot buy 

English journals and text books. As Bristol has 

‘adopted ’” Hanover, we are asked to help. Will any readers who 

can spare recent journals or text books hand them over to the 

Superintendent of the Medical Library, who will arrange for their 
despatch to Hanover ? 


Reviews of Books 


Treatment of Some Chronic and Incurable Diseases. By A. T. Topp 
O.B.E., M.B., M.R.C.P. Second Edition. Pp. xii, 324. Bristol: 
John Wright & Sons Ltd. 1947. 25s.—This is a second edition of a 
book first published in 1937. There is an unmistakable French influence, 
borne out by the references. French medicine has much to its credit 
but its heyday was in the last century and the highly clinical approac! 
which is so characteristic has often been to blame for the continued 


‘ 


application of the term “incurable”’ to so many disorders. Most of 
the arguments are too facile, based on too slender a foundation of fact 

and frequently incomprehensible. There is much careless phraseology 

e.g. the lady “ who was a daily vegetable laxative addict of high dosage,” 
or the pain which “ may be felt along the lower left dorsal vertebrae. 

Duodenitis and ‘‘ Hepatic Defect’ are obviously regarded as playing 
an important, if not almost central, role, the former being found in 
‘thirty per cent. of investigated sick people.”’ Anyone who wants to 
know how to fill the day and empty the bowel of a constipated duches 

should find the book useful. 


Diseases of the Chest. By Maurice Davipson, M.D., F.R.C.P 
Third Edition. Pp.xvi, 670. Illustrated. London: Oxford University 
Press (Geoffrey Cumberlege). 1948. 50s8.—This already well-established 
book is approaching its middle-age spread, with an increase of nearly 
100 pages in the latest edition. The arrangement of the text is pleasing 
the illustrations with plates and radiographs are liberal and admirably 
reproduced, and there is a useful selected bibliography. The size of 
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the book and the careful viewing of subjects from different angles, with 
the avoidance of too much dogma, makes it more suitable for the 
post-graduate than the undergraduate student. Nevertheless, it is for 
the latter a most commendable and authoritative reference volume. 
The book is a practical manual based on the author’s wide experience 
and illustrated by many case reports. Thanks to the most readable 
style in which it is presented, it is easy to appreciate the wisdom and 
sound principles of medicine as well as the detailed information which it 
contains. 


Changing Disciplines. By Jonn A. Ryze, M.D. Pp. xvi, 124. 
London : Oxford University Press. 1948. 12s. 6d.—This book contains 
the subject-matter of lectures given on the history, method and motives 
of social pathology. The author gives due praise to the public-health 
reformers of the past and shows how a development of their ideas and 
principles has led to a newer and more humanistic approach to medicine. 
This is a balanced interpretation which illustrates the value and the 
importance of social medicine for the medical student. It is the best 
book on the subject which we have yet seen. 


Tuberculosis in Childhood. By Dorotuy S. Price. M.D., Second 
Edition. Pp. vii, 219. Illustrated. Bristol: John Wright & Sons Ltd. 1948. 
25s.—A clear description is given of all the clinical types of tuberculous 
disease in infancy and adolescence. Stress is rightly placed upon pre- 
vention and early diagnosis. The student will find it easy to follow the 
argument that tuberculosis is potentially a generalizing disease in early 
life, and every opportunity should be given for the healing of primary 
lesions. The discussion on B.C.G. can be regarded as a very useful 
guide to its possible uses in this country. The clinical descriptions of 
miliary tuberculosis and tuberculous meningitis are specially welcome 
in view of the present possibilities of effective streptomycin treatment. 
This book is a compendium of good clinical material, sense and judg- 
ment, with emphasis on the art of diagnosis. It is satisfactorily illus- 
trated with radiographs and photographs: there is an up-to-date 
bibliography and clear references. 


The Mechanism of Abdominal Pain. By V. J. Kinseiua, M.B.Ch.M., 
F.R.C.S., F.R.A.C.S. Pp. xi, 230. Illustrated. Sydney: Angus & Robert- 
son Ltd. 1948. Price 32s. 6d.—This book is the outcome of an honest 
attempt to give a basis for abdominal pain, relying on human experi- 
ment only; the fundamental inadequacy of animal-pain experiments 
is emphasized. The author’s theory is that the effective stimulus for 
pain is a raised tension within the tissues, and that the afferent fibres 
for this pass up via the sympathetic nervous system. A number of 
human clinical experiments are described, and the literature on the 
subject has obviously been carefully studied and analysed. We have 
come to expect sound reasoning, unbiased by previous theories, from 
this author, and we are certainly not disappointed in this book. Whether 
the passage of time, and further investigation, will prove his theories 
correct or not, remains to be seen. In any case, it is a most stimulating 
and thought-provoking book. 
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Radiotherapy and Cancer. By A. G. C. Taytor, M.R.C.S., L.R.C.P., 
D.R.; Joan LassettTer, M.B., Cu.B., D.R., and T. K. Moraan, M.B., 
M.R.C.S., D.M.R. (T.). Pp. 81. London: H. K. Lewis & Co. Ltd. 
1948. Price 7s. 6d.—The fact that this little book is being circulated 
to the general practitioners working within the area of the Wessex 
Radiological Board will make a big step towards the much needed 
co-operative understanding between radiotherapist and his most 
important ally. Part I will afford them a useful, brief survey of the 
principles of radiotherapy practised by Taylor and his colleagues. 
Part II, with the exception of the frank ‘‘ not seen by us ”’, reminds one 
of “ Aids . . .”’, and should the participants in the largest part of the 
circulation succeed in their primary diagnosis, they may then refer 
for a very brief survey of pathology, policy and prognosis. Nevertheless, 
the book ably contributes towards filling the gap for those whose limited 
time prevents their reading one of the larger works on Radiotherapy. 


Meetings of Societies 


British MepicaL ASSOCIATION (BATH, BRiIstoL & SOMERSET BRANCH). 
President, J. R. Nicholson-Lailey, F.R.C.S. Programme for 1949: 
January 26th, 1949, Taunton ; February 23rd, 1949, Bath ; March 30th, 
1949, Bristol ; May 25th, 1949, Weston-super-Mare. 


DEVON AND EXETER MEDICO-CHIRURGICAL SOCIETY. 


THE first meeting of the session was held on October 6th, 1948. Dr. 
Horace Evans spoke of hypertensive disease with special reference to 
surgical treatment : some account of hi address appears on page 112. 

The second meeting was held at the Royal Devon and Exeter 
Hospital on November 18th. Dr. Anthony Daly spoke on the treatment 
of thyrotoxicosis, a subject on which we have published two papers 
this year. 


SociETY oF ANAESTHETISTS OF THE SOUTH-WESTERN REGION 


THE second annual general meeting of the Society was held at Bristol 
on October 29th and 30th, 1948. Fifty-seven members were present. 
Dr. John Gillies of Edinburgh, President of the Association of Anaes- 
thetists of Great Britain and Ireland, gave an address entitled : 
** Spinal Analgesia—its present status ’’. Other papers were read by 
Mr. Geoffrey FitzGibbon, on ‘‘ Problems of Anaesthesia for Plastic 
Surgery ’’; by Dr. T. B. P. Wilton on ‘‘ Anaesthesia for Thoraco- 
plasty ’’, and by Dr. R. F. Woolmer on ‘‘ The Explosion Risk ’’. 
Practical demonstrations were also given at the Bristol Royal Hospital 
and at the Thoracic Unit, Frenchay. 


Attention is drawn to the announcement on page 113, relating to 
future arrangements. 
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The Carey Coombs Memorial Lecture will be given on Thursday, 
January 27th, 1949, at 8.30 p.m., at the University, by Sir John 
Parkinson, M.D., F.R.C.P. The subject of the lecture will be “ The 
Radiology of Rheumatic Heart Disease ”’. 


UNIVERSITY OF BRISTOL. 

The following appointments have been conferred on former students 
and members of staff : 

J. Benn, Honorary Physician, Bridgwater Hospital. 

Geoffrey Hadfield, Sir William H. Collins Professor of Human and 
Comparative Pathology, Royal College of Surgeons. 

R. B. Pickles, Dental Officer to the Ministry of Health. 

P. J. Stoy, F.D.S.R.C.S., Professor of Dentistry, Queen’s University, 
Belfast. 

W. Hobson, Professor of Social and Industrial Medicine, University 
of Sheffield. 

The following appointments have been made: F. Blakemore, 
Professor of Veterinary Medicine. G. L. Alexander, Surgeon-in-Charge 
of the University Neurosurgical Unit. D. G. Phillips, Surgeon, University 
Neurosurgical Unit. 


SCHOLARSHIPS AND PRIZES. 


Beaverbrook Fellowship.—H. D. Moore. 

Royal Hospital Board’s Gold Medal.—P. W. Seargeant. 

Royal Hospital Board’s Silver Medal.—W. J. Gall. 

Martyn Memorial Scholarship.—G. Walters. 

Open Entrance Scholarships.—G. A. Bond, Winifred J. Hobbs. 

Edward Fawcett Memorial Prize.—P. 1. Draper. 

Thomas Francis Edgeworth and Francis Henry Edgeworth Prize.— 
June K. Lloyd. 

Foyle Prize.—June K. Lloyd. 

Mackie Pathology Prize.—A. J. Lee. 

David Rayner Prize.—Suzanne K. R. Clarke. 

Ophthalmology Prize.—D. J. Brain. 

Dental Gold Medal.—G. H. G. Jennings. 

De Trey Prize.—D. Clifford. 

George Fawn Prize.—L. K. Walden. 

Chadwick Medal.—William Nicol. 
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EXAMINATION RESULTS, 


Members of the University have been awarded the following degrees 
and diplomas : 


University of Bristol. 

M.D.—J. N. P. Davies (with Distinction), Cecil M. Drillien, G. H. 
Wattley, D. N. Walder. 

M.D.S.—J. W. E. Snawdon. 

D.P.H.—D. M. M. Jones, E. W. Moore. 

D.M.R.D.—W. R. Cole. 
University of Cambridge. 

B.A.—E. J. Watson-Williams. 


Royal College of Surgeons. 
F.R.C.S.—T. J. Butler, A. N. H. Peach, P. R. Slade. 


Royal College of Physicians. 
M.R.C.P.—P. Jacobs, G. H. Wattley. 
Royal College of Obstetrics and Gynaecology. 
M.R.C.0.G.—S. D. Loxton. 
Royal College of Physicians and Surgeons. 
D.A.—Violet Fry. 
D.C.H.—M. P. Bourke, Sheila R. Tangye. 
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